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Abstract 


Obesity has been declared by the World Health Organization (WHO) as an epidemic, due to a growth trend 
in obesity rates over the past 60 years and it is estimated that by 2015 there will be approximately 2.3 billion 
overweighed adults and 700 million obese adults worldwide. Bariatric surgery has shown to be the most ef- 
fective intervention for the treatment of severe obesity with better long-term results. While most post-operative 
patients of bariatric surgery show improvement in psychopathology and quality of life, psychological recur- 
rences have been identified thereafter. It has been reported that for people who have not been able to implement 
changes in their lifestyle, the result of the operation may not be optimal and may even be counterproductive 
with undesirable outcomes, such as recovery of lost weight, malnutrition, depression and anxiety, as well as 
using food as a soothing agent to stressful stimuli, present failures in following the diet, as well as dissatisfac- 
tion with the staff of the clinic 

In recent years the number of bariatric surgeries performed annually has tripled showing a tendency to con- 
tinue increasing, psychosocial and behavioral factors play a fundamental role in the long- term effects of the 
surgery, for this reason, the objective of this study is to describe the main psychological recurrences after 
bariatric surgery as well as a proposal for post-surgical cognitive behavioral group psychological support. 
Key words: bariatric surgery, obesity, post bariatric surgery, psychological intervention. 


Introduction 


Obesity has been declared by the World Health Organization (WHO) as an epidemic, due 
to a growth trend in obesity rates over the past 60 years and it is estimated that by 2015 there 
will be approximately 2.3 billion overweighed adults and 700 million obese adults worldwide 
(WHO, 2006). 

Obesity is a risk factor for several diseases such as diabetes, hypertension, dyslipidemia, 
among others, for which it represents an important problem in public health matters worldwide, 
and a growing financial burden on national resources; for this reason, it is a primary task of the 
public health agencies to design and implement strategies for prevention and treatment. 

The psychological consequences of severe obesity include: anxiety, depression and negative 
body image, discrimination, social isolation and stigmatization (Wadden & Sarwer, 2006) and 
they can in turn contribute to the development of eating behavior disorders, body image dis- 
satisfaction and depression; women are considered to be more vulnerable to these recurrences 
(Puhl et. al., 2007). 


ISSN 2029-8587 
PROBLEMS 
OF PSYCHOLOGY 
IN THE 21 CENTURY 
Volume 5, 2013 








Aida M. RESENDIZ BARRAGAN, Mariana A. SIERRA MURGUIA. Psychological Recurrences and Intervention Proposal for Patients Following 
Bariatric Surgery 





Grade IV obesity, also called severe obesity, is significantly associated with an increased 
prevalence of comorbidities and with twice the prevalence of premature mortality compared to 
people with lesser degrees of obesity underlying the importance of prevention and treatment of 
this condition (Martins et al., 2010). 

Bariatric surgery has shown to be the most effective intervention for the treatment of severe 
obesity with better long-term results (Sjostrom et al., 2004). Despite of the anatomic changes 
made by surgery, weight loss and long term maintenance are not guaranteed, the success of the 
procedure depends largely on behavioral changes made by patients and their ability to implement 
permanent changes in their lifestyle, such as adherence to diet and physical activity, as well as 
learning new ways of coping to avoid seeking for food in times of stress or distress (Bauchowitz 
et al., 2005). 

Some reports show that not all patients benefit from surgery; there are significant differences 
in variations of weight in the short and long term after surgery (Kinzl et al., 2006); an example 
of this is that 20% of patients who undergo weight loss surgery, don’t lose a significant amount 
of weight or recover it in the short term (Greenberg, Sogg & Perna, 2009). The failure of this 
surgery in 20% of patients who do not achieve a significant weight loss is generally attributed to 
psychological or behavioral reasons (Busetto et al., 2005). 

While most post-operative patients of bariatric surgery show improvement in psychopathol- 
ogy and quality of life, psychological recurrences have been identified thereafter. It has been re- 
ported that for people who have not been able to implement changes in their lifestyle, the result of 
the operation may not be optimal and may even be counterproductive with undesirable outcomes, 
such as recovery of lost weight, malnutrition, depression and anxiety, as well as using food as a 
soothing agent to stressful stimuli, present failures in following the diet, as well as dissatisfaction 
with the staff of the clinic (Bauchowitz et al., 2005; Bull et al., 1983; Orth et al., 2008). 

Another line of research associated with patients who follow bariatric surgery is the eating 
behavior, identifying that many of them have disordered eating. After surgery a third part of the 
patients present binge eating episodes (Larsen et al., 2004) and vomiting after surgery (Kinzl et 
al., 2002) which adversely affect the results of the surgery. The presence of binge eating disor- 
der has been associated with greater weight gain after surgery, especially between 2 and 7 years 
after surgery (Kalarchian et al., 2002) and vomiting conditions favor the development of eating 
behavior such as bulimia (Kinz et al., 2002). 

Some patients undergoing bariatric surgery experience body image dissatisfaction because 
of the aesthetic consequences of rapid weight loss, even after going through plastic surgery to 
reduce sagging (Kinzl et al., 2003). In turn, a higher incidence in social phobia and avoidant 
personality disorder has been reported in patients who don’t agree to participate in counseling 
groups (Lier et al., 2011). 

It is worth to highlight the importance of multidisciplinary work, especially the psychologi- 
cal aspect for which the treatment of obesity and the bariatric patient has been considered of 
great interest for psychology since severe obesity is associated with an increased prevalence of 
psychopathology, quality of life in patients with morbid obesity is greatly affected, their func- 
tionality is limited and, for patients to benefit from bariatric surgery and maintain these benefits, 
a change of lifestyle and good therapeutic adherence to the indications of a multidisciplinary 
team is necessary (Greenberg et al., 2004). 

In recent years the number of bariatric surgeries performed annually has tripled showing a 
tendency to continue increasing (Buchwald, 2005), psychosocial and behavioral factors play a 
fundamental role in the long-term effects of the surgery (Van Hout, et al., 2006); for this reason, 
the objective of this study is to describe the main psychological recurrences after bariatric surgery 
as well as a proposal for post-surgical group psychological support. 


Characteristics of the Research 
We conducted a narrative literature research which primary objective was to identify the 


main psychiatric comorbilities presented after a bariatric surgery, in order to understand the 
psychiatric functioning of these patients. After the study we considered necessary to develop a 
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program of psychological counseling for specific care of patients following bariatric surgery to 
provide them tools to handle such comorbilities. 


Follow- up Proposal 


In a meta-analysis in which the most popular psychological therapies for obesity treatment 
are reviewed, the results show that the most efficient and wide-spread used psychological ap- 
proach for treating obesity is the behavioral-cognitive therapy, which being used as a part of a 
multidisciplinary treatment shows better results on weight loss and lifestyle changes; different 
kinds of psychotherapy are difficult to evaluate due to lack of methodology and the difficulty 
that represents to replicate the treatment (Shaw et. al., 2005). 

Taking this information in consideration, we propose a scheme for follow-up that includes 
aspects to identify in patients following bariatric surgery (Table 1), the frequency of the interven- 
tions is every three months and a cognitive behavioral approach is recommended. If any of the 
aspects described is identified, individual psychological intervention is needed in order to aboard 
these issues specifically; the techniques suggested for this procedure are described as follows. 


Table 1. Psychological follow-up scheme for patients following bariatric 
surgery. 
Time Subject Description of the stage 
0-3 months Adaptation The patient must adapt to eat minor quantities compared to the 
Therapeutic adherence quantities he was used to consume and to experiment with different 
Anxiety kinds of food to discover gastric capacity and food tolerance. The 


Psychosocial Functioning patient has to follow a strict food plan and has to take dietary 
supplements. The patient might present “dumping”; must deal with 
comments on their alimentation and appearance. 


3-6 months Body Image Rapid weight loss is more evident at this stage; the patient changes 
Anxiety the perception of his own body and gets comments and reactions of 
Psychosocial Functioning the people with whom he lives. 


6-12 months Body Image Weight loss can cause imbalances in the perception of the patient's 
Psychosocial Functioning body image and psychosocial adjustment difficulties. 
Depression At this stage the patient’s food tolerance is better and he knows 
Anxiety which types of food can cause him discomfort, so it is possible 
Eating Disturbances to consume them in order to intentionally induce vomiting, in an 


attempt to eat more. 


12 months and more _ Anxiety Weight reaches a stabilization point and a proportion or the totality 

(Every 6 months) Therapeutic Adherence of the lost weight may be regained. The patient may not be able 
Body Image to make long-term changes so the improvements in psychological 
Depression functioning and eating habits presented at this point may be lost. 
Eating Disorders The patient may abandon medical consultation or present fear of 
Plastic Surgery gaining weight. Skin flaps are observed due to rapid weight loss. 


The patient has to face the actual result of the surgery, which may 
not match his expectations. 


Skills suggested for specific intervention: 

The psychologist should select the techniques according to the patient’s specific needs, some 
of the most used cognitive behavioral interventions for the psychological follow- up on obesity 
and bariatric surgery are described as follows. 

Self- recording: It has been described that this technique is effective on promoting weight 
loss and weight maintenance. It has been used to promote the development of self-control and 
to monitor the target behavior (eating patterns, consumed calories, exercising, steps, heart beat 
per minute during exercise, sabotaging thoughts, etc.) in order to modify it so the desired results 
can maintain. Self-recording has proven to be an effective strategy on promoting weight control 
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(Wing et al., 2006). Also, it allows to identify the basal frequency of a target behavior, it in- 
creases patient's attention towards that behavior and provides feedback about progress during the 
treatment (Butryn et al., 2007). It consists of making a daily register of the target behavior, it is 
important that these records could be made at the moment of occurrence or as close as possible. 
We suggest using this technique in all of the stages to promote adherence to meal and exercise 
plans, to medical indications and to identify automatic thoughts (in treatment of depression, 
anxiety and eating disorders). 

Stimuli Control: Cognitive Behavioral treatment for obesity postulates that eating behavior 
is influenced by internal and external stimuli that are associated with the intake of certain food; 
Stimuli Control consists of identifying the stimuli that triggers food intake and modifying it in 
order to prevent a future episode of intake. The psychologist working with these patients should 
modify the stimuli that triggers overeating (less availability of junk food, avoid buffets, etc.) 
and sedentary behaviors (to limit “screen hours”, the use of motor vehicles, etc.) and should 
promote physical activation (using altern transportation, subscribing to a gym, involving friends 
or family in exercising), and healthy eating (higher availability of fruits and vegetables, chang- 
ing supermarket lists, etc.) (Van Dorsten, 2008). Family and social support are part of patient’s 
environment, reason for involving them in lifestyle change. We suggest using this technique to 
promote therapeutic adherence. 

Cognitive Therapy: The premise of cognitive therapy is that the interpretation or what a 
person thinks about themself or certain event has a direct impact on emotions and behavior. 
Patients with obesity sometimes present desadaptative cognitive schemes, dysfunctional beliefs 
related with body image, depressed mood, unrealistic weight goals, and food control. If these 
dysfunctional schemes get to be modified, healthy lifestyle can be promoted and weight regain 
prevented (Werrij et al., 2009). We suggest to implement this technique if the patient has depres- 
sion, anxiety and eating disorders after the surgery. 

Motivational Interview: It is a clinical interview centered on the patient, it helps to explore 
and resolve ambivalence about certain behavior or inappropriate habit in order to promote behavior 
change (Miller & Rollnik, 2002), this could help patients make decisions about changing. 

Problem Solving: When applied to obesity, this procedure teaches individuals to identify 
barriers for changing their lifestyle and to set possible solutions for them. It consists of five 
steps: 1. Identifying the problem, 2. Proposing different solutions, 3. Analyzing benefits and 
disadvantages of each of the solutions proposed, 4. Carry on the solution chosen, 5. Evaluate 
if the solution was useful or not. This technique can be used also for involving social support, 
eliminating some types of food, planning social eating, etc. 

Social Skills Training: This technique is focused on incrementing the skills of reacting in 
difficult situations (Goldsmith & McFall, 1975); such are the changes and difficulties in personal 
relations caused by weight loss. In practice, social skills training consists of 4 stages: 1. The de- 
velopment of a belief system that shows respect to other peoples thoughts as well as proper ones. 
2. The development of the skills to carry on assertive behavior. 3. Cognitive Reestructuration 
focused on changing automatic thoughts in specific situations. 4. Behavior rehearsal in order to 
practice assertive responses. These stages can be developed in a no consecutive way and can be 
adapted and modified according to patient’s needs (Lange, 1981). 

Exposition: The focus on this technique should be the ability of the patient to expose to the 
feared situation or stimuli that has been negatively reinforced by avoidance (Marks, 1987). A 
brief and low intensity exposition produces slow and poor results, whereas a long and intense 
exposition produces fast and satisfactory results (Stern & Marks, 1973), nevertheless, it is im- 
portant to explain to the patient the nature of this treatment and to agree with him the objectives 
and stages of this exposition, coming up to an agreement respecting to each session’s intensity. 
By using this method, the patient is supposed to realize that the real barrier is the fear itself and 
not any physical characteristic (Newell & Dryden, 1991), reason why it is useful to decrement 
body image issues. 

Relaxation Techniques: Stress inoculation, used to improve the way in which patients copy 
different situations, is divided in three stages: cognitive preparation, skill acquisition and apply- 
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ing what learned. During the training, the patient is induced to relaxation exercises, cognitive 
restructuring, guided imaginery, modeling and roleplaying with the objective of providing him with 
skills to help him copy more efficiently with problematic situations (Meichenbaum, 1975). 
Psychoeducation: The difference between psychoeducation and traditional educative inter- 
ventions is that the first, focuses on improving patient’s life whereas the second focuses only on 
providing information. According to diverse authors, psychoeducation should be an essential part 
of the integral treatment of chronic diseases (Wagner, Austin & Von Korff, 1996) and the informa- 
tion provided to the patients should be part of dialy practice in order to promote independence and 
quality of life of those who suffer a chronic disease like obesity (Rankin & Stallings, 2001). 


Conclusions 


Obesity has been considered a world epidemic because of the fast increment of growing rates. 
Bariatric surgery is the gold standard for people with severe obesity because of the effects on 
weight loss and the improvement of comorbidities. It has also been observed that psychological 
functioning can improve after bariatric surgery, whereas, there are psychological comorbidities 
that can affect the outcome of the surgery as well as individual’s functionality and short and long 
term quality of life. The present paper presented a suggestion of group cognitive behavioral therapy 
for post bariatric surgical patients, which included the most common psychological comorbidi- 
ties referred on research, as well as techniques suggested for their treatment. The need to offer a 
psychological follow up for these patients after their surgery is convincing by knowing that it is 
a non-reversible procedure that demands considerable lifestyle modification. Nevertheless, there 
are not much follow up programs available for these patients that offer structured guidelines, 
reason for which the importance of designing these interventions is pointed out in order to benefit 
the patients and the multidisciplinary team that works with them. 
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